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ULCERS, ABSCESSES, TUMORS. 

I. Perforating Ulcer Connected with Certain Forms of 
Latent Spina Bifida. By E. Kirmisson (Paris). The author 
mentions three cases. The first, under his own care, was a man, aged 
26, admitted for a very large perforating ulcer of the left sole. For ten 
years he had had recurring attacks of the same disease in the right 
foot, which had led to amputation of two toes and loss of the phalanx 
of a third. The left foot had only been invaded for six months. He 
had also, in the feet and lower third of the legs, lost sensations of 
touch, pain and heat. His knee-jerks were absent, and there was some 
difficulty in micturition. He had likewise a tumor, resulting from a, 
spina bifida spontaneously cured. A second case was found in the 
clinic of Kronlein at Zurich. He relates a third described by Reck¬ 
linghausen. This was a man of 25, with a similar tumor in the back 
and a left club-foot. For nine years he had shooting pains in the left 
leg, for four years anaesthesia of the left foot with a perforating ulcer. 
The thigh was amputated ; the patient died ; the post-mortem discov¬ 
ered that the tumor, most of which had been removed in early life, was 
connected with a spina bifida, and that the nerves of the leg were per¬ 
fectly healthy. He suggests that the spina bifida is connected with 
atrophy or maldevelopment of nerves going to the leg, which cause the 
perforating ulcer, but this last case, in which alone the nerves have 
been examined, does not give support to his suggestion. The condi¬ 
tion of the spinal cord is not mentioned.— Bull. Med., Sept. 7, 1887. 

W. P. Herrinoham (London). 

II. The Incision of deep Perirectal Abscesses from the 
Perineum. By Dr. H. Zeller, (Tuebingen). The cases under 
consideration are abscesses high up along the rectum, situated either 
laterally or anteriorly, to be felt as fluctuating tumors in the rectum. 
Three abscesses of this kind under the author's observation, were in¬ 
cised from the perineum, not as is generally the case, from the rectum. 
The perirectal abscesses lie either above or below the diaphragm of 
the pelvis, and differ in their further course according to their si.uation 
those above the diaphragm very rarely perforating towards the perineum. 
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Those below the diaphragm are by far the most frequent; they develop 
between the superficial and deep perineal fascia. Those lying above the 
levator ani start in the prostate or the surrounding connective tissues. 
These abscesses are the result of gonorrhceal infection, violent cathe¬ 
terization, or inflammation spreading from the gut through the many 
lymphatics and bloodvessels. In the prostate gland they begin either 
as isolated small foci, flowing together, and finally connecting the en¬ 
tire gland into one large abscess, or at the outset as a single abscess. 
They have been known to contain as much as 5 or 6 oz. of pus. Fre¬ 
quently these abscesses perforate into the periprostatic tissues. Of the 
abscesses lying above the diaphragm and pelvis, two varieties demand 
special notice—stercoral and congestive. The former are most fre¬ 
quently due to infection from ulceration high up in the rectum 
(syphilitic) ; the latter are very rarely met with, when tuberculous ab¬ 
scesses gravitate towards the rectum along the pelvic fascia and not 
in the course of the psoas muscle. Occasionally the etiology of these 
abscesses remains obscure, as in two of the author’s cases, where such 
abscesses resulted five months after a fall upon the buttocks and three 
weeks after the extirpation of a papilloma of the bladder. A feeling 
of weight and pressure in the abdomen, functional disturbances of 
rectum and bladder, and fever are symptoms that with rectal palpa¬ 
tion will generally allow a diagnosis. The author records the interesting 
observation that of ten per cent, of published cases the diagnosis was 
not made in two, as a plea for thorough rectal exploration. Prostatic 
abscesses generally perforate into the urethra, spontaneously or during 
catheterization. This evacuation does not follow immediately, but the 
newly formed pus is emptied from the urethra in large quantities at 
various intervals. On perforation these abscesses often heal up, but 
now and then, when the opening is small, the conditions for such a 
termination are vastly unfavorable. Of 35 perforations into the urethra 
10 patients died of pyemia, peritonitis, pyelonephritis and four, as 
stated, of other complications not in connection with the primary 
disease. Or in other cases the pus burrows its way into the rectum, 
or the abscess points in the perineum. Abscesses that only affect 
the prostate gland itself, always perforate into the bladder or more 



58 


INDEX OF SURGICAL PROGRESS. 


frequently the urethra. Segond has collected interesting statistics re¬ 
garding the perforation of perirectal abscesses; 35 perforated into the 
urethra only, 77 elsewhere, (43 into the rectum, 29 into the urethra, 
15 in the perineum, 5 towards the inguinal region, 3 towards the 
ischio-rectal fossa, and 2 towards the foramen obturatorium). 

The prognosis of all these deep-seated abscesses has been very un¬ 
favorable (20 per cent deaths). Many of the patients have retained 
fistulous communication with rectum or bladder or both, which have 
never been cured, or, in very rare cases, after prolonged and tedious 
treatment. It must be stated that the dangers of urinary infiltration 
are not so great, as the walls of the fistulous ducts are thickened by 
chronic inflammation and thus form somewhat of a barrier against 
such infiltration. To avoid all these complications the author pro¬ 
poses to incise all such abscesses from the perineum even if they point 
in the rectum and would seemingly be opened with greater facility ac¬ 
cording to the old method. Against the latter procedure he objects 
on the following grounds: too small an incision, the location of the in¬ 
cision which would not be at the most dependent point of the abscess, 
difficult antisepsis ; the incision opens up a direct communication be¬ 
tween rectum and abscess; it does not prevent the formation of a 
urethro-rectal fistula, which is by far more intractable than a urethro¬ 
perineal fistula ; the dangers of haemorrhage from the rectum. The 
difficulties attending the operation urged are perhaps the cause why it 
has not as yet been adopted instead of the rectal incision, although of¬ 
ten recommended. At the beginning of the present century Guthrie 
spoke in its favor; later on Velpeau, Lallemand and Demarquay 
practised perineal incisions. Nelaton (1859) regarded the proceeding 
as too dangerous ; Dittel, Thompson and Guyon held varying opinions 
regarding the treatment of these abscesses. Dittel advocates the in¬ 
cision at the place where the abscess points (1877). Thompson, for¬ 
merly of the same opinion, now strenuously upholds the perineal inci¬ 
sion for all cases. Guyon has passed through a like change of opin¬ 
ion and performs perineal incision in all cases not perforating into the 
urethra. The author has been able to collect 7 cases of abscess point¬ 
ing to the rectum, which were treated by perineal incision. From these 



ULCERS, ABSCESSES, TUMORS. 


59 


and his own 3 cases he offers the following data: in none of the cases 
did a fistula remain ; in 4 patients the abscesses had previously per¬ 
forated into the urethra, and the progress of these cases was some¬ 
what retarded, though complete restoration eventually followed ; after 
the incision no perforations in other directions ever occurred. Of 13 
patients whose abscesses were incised in the rectum 2 died (peritonitis 
and pvaemia), and of 21 patients, in whom urethro-rectal fistulae de¬ 
veloped, 4 remained uncured. The author recommends an incision 
either in the median line, or lateral incisions parallel to the raphe 
or corresponding with lateral incision for stone. After the skin has 
been divided, it is advisable to work one’s way to the abscess, with¬ 
out the use of cutting instruments, controlling all haemorrhage. The 
left index finger can be pushed into the rectum and made to bear upon 
small abscesses, thus making them project into the wound. It is well 
to control the position of the urethra with a sound.— Beitrage zur 
klinischen Chirurgie. Mittheilungenaus der chirurg. Klinik zu Tue¬ 
bingen, Bd. iii., lift. 2. 

I-'red Kammerer (New York). 

III. Pure Fibroma of the Tendon of the Palmaris 
Longus. By Dr. Paul Sendler. A cabinet maker, aet. 42 years, 
presented a swelling on the forearm just above the wrist, combined 
with darting pains in the first three fingers. The hand became easily 
fatigued with work, and the muscles of the ball of the thumb became 
relaxed, so as to render the hand practically useless. 1 he tumor be¬ 
fore operation was supposed a tense hygroma. Operation and com¬ 
plete extirpation of a spindle-shaped tumor was performed. It proved 
a pure fibroma of the tendon. After suture of the tendon the patient 
was well able to use the hand and pursue his trade. After a time, 
however, the darting pains in the hand reappeared in the course of 
the median, and also the fatigue of the hand. Moist gangrene ap¬ 
peared on the tips of the middle and index fingers of the hand (neuri¬ 
tis ascendens). The malady remained limited and under galvanic 
treatment the patient made a full recovery. The neuritis was proba¬ 
bly the result of the previous pressure of the tumor on the median 


nerve. 



